Background: High-risk patients with advanced peripheral artery disease (PAD), including critical limb ischemia (CLI), are often excluded from peripheral endovascular device intervention clinical trials, leading to difficulty in translating trial results into real-world practice. There is a need for prospectively assessed studies to evaluate peripheral endovascular device intervention outcomes in CLI patients. Methods: LIBERTY 360 is a prospective, observational, multi-center study designed to evaluate the procedural and long-term clinical outcomes of peripheral endovascular device intervention in real-world patients with symptomatic lower-extremity PAD. One thousand two hundred and four patients were enrolled and stratified based on Rutherford Classification (RC): RC2-3 (N=501), RC4-5 (N=603), and RC6 (N=100). For this sub-analysis, RC5 and RC6 patients (RC5-6; N=404) were pooled and 1-year outcomes were assessed. Results: Procedural complications rarely (1.7%) resulted in post-procedural hospitalization and 89.1% of RC5-6 patients were discharged to home. Considering the advanced disease state in RC5-6 patients, there was a high freedom from 1-year major adverse event rate of 65.5% (defined as target vessel revascularization, death to 30 days, and major target limb amputation). At 1 year, freedom from major amputation was 89.6%. Wounds identified at baseline on the target limb had completely healed in 172/243 (70.8%) of the RC5-6 subjects by 1 year. Additionally, the overall quality of life, as measured by VascuQoL, improved from baseline to 1 year. Conclusion: LIBERTY investigated real-world PAD patients with independent oversight of outcomes. This analysis of LIBERTY RC5-6 patients demonstrates that peripheral endovascular device intervention can be successful in CLI patients, with low rates of major amputation and improvement in wound healing and quality of life through 1-year follow-up.
Introduction
Approximately 18 million Americans have peripheral artery disease (PAD) and 2 million of these patients suffer from critical limb ischemia (CLI), 1,2 the end stage of PAD. 3 CLI is highly prevalent in older patients with diabetes and/or end-stage renal disease 4 and is associated with high risk of amputation and mortality. 5 The results following lower extremity amputation can be devastating -27% of these patients will have one or more re-amputation(s) within 1 year, 6 35% will have a higher level of limb loss, 7 and 55% will have a contralateral limb amputation within 2-3 years. 8 Furthermore, the mortality rates after primary amputation are very high, with rates ranging from 9 to 33% at 1 year 6,7,9,10 and 26 to 82% at 5 years. 6, [9] [10] [11] Despite such devastating outcomes, primary amputation remains a common treatment modality for CLI. The 2016 AHA/ACC Guideline on the management of patients with lower extremity PAD now recommends an evaluation for revascularization options by an interdisciplinary care team before amputation in CLI patients (Class I). 12 Interestingly, recent studies demonstrate an increased utilization of endovascular intervention as a first-line approach for CLI patients in the US with a corresponding decrease of inhospital death and major amputation. [13] [14] [15] CLI patients, in particular, Rutherford Class 5-6 (RC5-6) patients with ischemic ulcerations or gangrene, are often excluded or under-represented in endovascular intervention clinical trials given their multiple comorbidities and advanced PAD. To the best of our knowledge, no endovascular device clinical studies in the US have been conducted specifically for RC5-6 patients.
In this sub-analysis of the LIBERTY 360 study, we aimed to investigate outcomes through 1 year in CLI RC5-6 patients treated with endovascular intervention.
Materials and Methods

Study Design and Patient Selection
The LIBERTY 360 study design has been previously described. 16, 17 Briefly, patients were eligible for the study if they were at least 18 years old and had clinical evidence of PAD (Rutherford classification 2 to 6) that required endovascular interventions on one or both limbs that included a target lesion in a native vessel located within or extending into 10 cm above the medial epicondyle to the digital arteries. Patients were excluded from the study if (1) they required a conversion from endovascular intervention to a surgical bypass graft for any lesion in the target area, (2) had an in-stent restenosis in the target area, and this lesion was the only one requiring treatment, or (3) had an anticipated life span of less than 1 year. The study included any FDA-approved technology to treat claudication and CLI. A total of 1204 patients were enrolled at 51 US sites and divided into three groups based on Rutherford Classification (RC): RC2-3 (N=501), RC4-5 (N=603), and RC6 (N=100). The list of participating institutions is provided in Supplementary Appendix 1. Sites were required to comply with the principles of Good Clinical Practices and meet the World Medical Association Declaration of Helsinki requirements. The study protocol was approved by the Institutional Review Board at each participating institution, and all patients gave written informed consent. Patients were followed up in clinic at 30 days, 6 months, and 1 year. For this sub-analysis, RC5 and RC6 patients (N=404) were pooled and 1-year outcomes were assessed.
Endpoints
Procedural success was defined as a final post-procedural result of less than 50% residual stenosis for all treated lesions during index procedure without significant angiographic complications (flow-limiting dissection, perforation, distal embolization, acute vessel closure) as determined by the angiographic core laboratory (SynvaCor, Springfield, IL). Lesion success was defined as a final post-procedural result of less than 50% residual stenosis for a given lesion treated during the index procedure and without significant angiographic complications as determined by the angiographic core laboratory. Major adverse events were defined as a composite of (1) 
Results
Patient Characteristics
Patient demographics and baseline characteristics are included in Table 1 . Most patients were white males with high prevalence of hypertension, hyperlipidemia, and diabetes. Fiftyseven percent of patients had coronary artery disease and 14.6% had chronic kidney disease requiring hemodialysis.
Almost half of the patients (47%) had previous drug therapy for PAD and 43.6% had previous lower-limb endovascular treatment for PAD. Patients with prior lower-limb endovascular treatments had a mean number of 1.3 ± 1.8 lower-limb procedures on their target limb in the prior 3 years. Thirty-one percent of the patients had previous amputations and 9.4% had previous major contralateral limb amputations.
Lesion Characteristics and Treatment
More than 76% of target lesions were located below-the-knee (Supplementary Table 1 ). On average, 1.4 ± 0.7 lesions were treated per subject. Approximately 60% of the lesions were calcified and 73.8% of calcified lesions were moderate to severely calcified per PARC definition. 18 As shown in Figure 1 , balloon and/or atherectomy were the preferred devices. Percutaneous transluminal angioplasty and the orbital atherectomy system were the most frequently used devices in almost 79% and 48% of the lesions, respectively. Stents were used in 17% of the lesions but with minimal bailout stenting due to angiographic complications or suboptimal result (4.6%).
Procedural and Lesion Success
Procedural success was 76.0%; 83.6% of patients had less than 50% final residual stenosis in all target lesions treated and 88.8% had no severe angiographic complications. Lesion success is presented in Supplementary Table 1 .
Discharge Status and Medications
Procedural complications rarely (1.7%) resulted in postprocedural hospitalization and 89.1% of patients were discharged to home. Subjects were taking the following medications at the time of discharge: 91.6% antiplatelet therapy, 10.9% anti-coagulants, 74.8% anti-hyperlipidemic, and 88.4% anti-hypertensive.
Change in Rutherford Category and Quality of Life
RC5-6 patients showed a marked improvement from baseline to 12 months (Supplementary Figure 1) . Quality of life improved significantly from baseline to 12 months, as measured by the total score and all subdomains of the VascuQoL ( Figure 2 ) and EQ-5D (p<0.001).
Major Adverse Events and Amputation Free Survival at 12 Months
Freedom from MAEs and amputation free survival is presented in Figure 3 and Table 2 . Considering the advanced 
Wound Healing on Target Limb
Significant improvement was noted in the number of wounds from baseline to 12 months ( 
Discussion
CLI patients are under-represented in endovascular therapy clinical trials for multiple reasons: they are challenging to treat due to their comorbidities and long-term follow-up of this challenging population is near impossible because of their high mortality rate. In addition, treatment of CLI patients has not yet been standardized, and primary amputation was the first-line therapy for 22 to 67% of these patients until the mid-2010s, 5, 19 although less than 5% of the CLI patients should have primary amputation due to the severity of their disease.
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A recent meta-analysis of six trials that compared bypass surgery with angioplasty found no evidence to favor bypass surgery over angioplasty in terms of the effect on death, improvement of symptoms, amputation rate, need for further procedure, or long-term mortality. 21 However, that study showed that angioplasty was associated with decreased procedural complications and shorter hospital stay compared with bypass surgery and concluded that endovascular treatment should be used in patients with CLI as they are high-risk surgical candidates. 21 Mustapha et al 22 found the same in their population-based cohort study using Medicare data of CLI patients treated with endovascular-or surgical revascularization or primary major amputation. Long-term survival and healthcare cost were comparable between the revascularization techniques but with lower major amputation rates following endovascular therapy. In addition, primary major amputation was associated with shorter survival time, higher risk of subsequent amputation, and higher costs compared with revascularization techniques. Despite the evidence-based preventive effect of revascularization on limb amputation in CLI patients, recent studies reported that 13.5% 23 and 23% 15 of CLI patients were still managed with major amputation and minor amputation or conservative therapy, respectively, instead of endovascular revascularization. Not all CLI patients are the same. CLI is a broad definition and includes patients with Rutherford classification 4 to 6, where RC4 is characterized by ischemic rest pain, RC5 with minor tissue loss, and RC6 with major tissue loss -ulcer, gangrene. 24 Previous studies found that DovePress the comorbidities and lesion characteristics of patients with rest pain (RC4) differed significantly from those with tissue loss (RC5-6). 25, 26 RC4 patients were significantly less likely than RC5-6 to have diabetes, end-stage renal disease, or chronic heart failure. [25] [26] [27] Also, RC5-6 patients had longer lesions, more TASC C and D lesions, and fewer patent below-the-ankle arteries compared to RC4 patients. 26 In addition, CLI patients without wounds had better prognosis after intervention than those with wounds. 25 RC4 patients are also treated differently compared to RC5-6, as they more often undergo revascularization and less often undergo primary amputation.
Retrospectively reviewing diagnosis and procedural data from the largest public health insurance in Germany, the authors found that only~50% of RC5-6 patients had any revascularization compared to 71% of RC4 patients and 27.5% of them had in-hospital amputation compared to only 1.6% of RC4. 27 Reinecke and co-authors 27 found a high mortality rate in RC5-6 patients which was only comparable with that of some aggressive types of cancer, as they noted it appropriately. For the reasons mentioned above and also per the reporting standards of the Society of Vascular Surgery for endovascular treatment of PAD, 28 as 'rest pain and tissue loss patients should not be grouped together in reporting outcomes', we present the outcomes for the LIBERTY RC5-6 patients only, and not for all CLI patients (RC4-6). This is the first study to show the endovascular treatment outcomes in RC5-6 patients in the US. Notably, in the LIBERTY 360 RC5-6 patients, 65.1% of lesions were below-the-knee only, 46.4% were longer than 10 cm and approximately 60% were calcified. The preferred devices were balloon and/or atherectomy and orbital atherectomy was the most frequently used atherectomy device. Procedural complications rarely (1.7%) resulted in post-procedural hospitalization and 89.1% of RC5-6 patients were discharged to home. Agarwal et al, 23 using State Inpatient Databases from three US states from 2009 to 2013, studied trends and factors affecting readmission in CLI patients, 16.6% of whom had endovascular revascularization alone, and found that only 33.6% of primary CLI admissions were discharged home from the hospital. On the other hand, in a retrospective study of 219 CLI patients treated with atherectomy and balloon angioplasty in an outpatient center, all patients were discharged home the same day, including 51.6% RC5-6 patients. 29 Considering the advanced disease state in RC5-6 patients, there was a high rate of 12-month amputation free survival (AFS, 78.1%). The 1-year AFS was 83.1% in the abovementioned outpatient study, 29 while in another retrospective study of 809 RC5-6 patients with diabetes, the 1-year AFS was 75% for the endovascular group compared with 69% in the bypass group. 30 Only 10.4% of the LIBERTY RC5-6 patients had a major amputation at 1 year -much lower than the 22% to 67% 5,31-34 primary major amputation rates seen in the literature for CLI patients that did not receive endovascular intervention (Figure 4 ). 35 The mortality rate in LIBERTY RC5-6 patients was 13.3% at 1 year, very comparable to the outpatient study where the death rate was 11.4% for the entire cohort 29 and much lower than the 30% 1-year mortality rate in a retrospective US study 36 of patients who underwent lower extremity amputation. This rate is very similar though to the mortality rate in a large German retrospective study, 27 where 34.2% of the RC6 patients died within the first 12 months after index hospitalization. Only 29.5% of these patients were treated with endovascular therapy and less than half of them had any revascularization procedure during index hospitalization. It has been shown that endovascular revascularization improves wound healing in CLI patients 37 and direct blood flow to the wounds is a positive predictor of wound healing. 38 There was a significant improvement in the number of wounds on the target limb from baseline to 12 months in LIBERTY RC5-6 patients. Quality of life (QoL), as measured by the total score and all subdomains of the VascuQoL, also improved significantly from baseline to 12 months. A recently published Japanese prospective study found the same; the health-related QoL was significantly improved compared to baseline in the CLI patients alive at 1 year after revascularization. 39 A handful of observational studies that compared the effects of primary amputation and revascularization on QoL concluded that revascularization should be the preferred approach in patients with CLI. However, critics say that CLI patients have poor health prospects and life expectancy, irrespective of the treatment mode, 40 and a focus on QoL research is needed to prescribe the ideal treatment for patients suffering from CLI. 41 This study adds more evidence to the scarce literature and LIBERTY data supporting a revascularization approach for CLI will likely be corroborated by the BEST-CLI trial 42 that compares surgical bypass and endovascular therapy in CLI patients and also provide data about the impact of these treatments on the QoL of the study population.
Limitations
This was a post hoc analysis of LIBERTY 360 -an observational, non-randomized study of endovascular therapies and was not powered to assess clinical outcomes in RC5-6 CLI patients. As this study was sponsored by a company whose principal endovascular strategy is atherectomy, bias may be attributed to physician selection of orbital atherectomy in a high number of cases. Additionally, wound data collection was limited in the LIBERTY 360 study; exact wound area, wound volume, and the date of wound healing were not collected. Possible over or underreporting of outcomes is possible due to subject withdrawal prior to 12 months. Figure 4 Critical limb ischemia (CLI) patients without revascularization (primary amputation treatment) vs LIBERTY 360 RC5-6 CLI patients (primary endovascular treatment). This summary graph shows the primary amputation rates presented in the literature and the major target limb amputation rates reported in LIBERTY, but it is not a head-to-head comparison since the analyses described vary in design. 
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